the thyroid capsule on its inner side, quickly becomes incorporated with the trachea, as many of these specimens show. Although still following its movements in deglutition, these malignant goitres cannot be moved upon the trachea, as innocent goitres, unless inflamed, almost invariably can.
Anatomy tells us that the thyroid is in close relation with the recurrent laryngeal nerve and pharynx. Hence the importance of paralysis of the vocal cord and of dysphagia, and these signs may occur while the tumour is quite small, if the disease should begin at the posterior part of the gland.
At the outer side lie the great vessels of the neck, which may involve the operator in grave difficulties, if penetration of the thyroid capsule has taken place in this direction. Anatomy should also teach us that thyroid tissue may be, exceptionally, very widely distributed in the neck, anywhere from the upper part of the thorax to the back of the tongue and, laterally, outwards into the posterior triangles of the neck. When malignant disease affects any of these outlying parts, as it occasionally does, diagnosis becomes correspondingly difficult. In more than one case of malignant or semi-malignant papilliferous tumour, I have seen these outlying portions of the thyroid (not lymphatic glands) affected simultaneously with the main thyroid gland. It is when malignancy begins in the anterior portion of the thyroid gland and the tumour is free to grow forwards, away from the recurrent nerve and pharynx, that the patient is most likely to be free from distressing symptoms. In such cases it is not unlikely that a malignant tumour may attain a large size before surgical advice is sought.
Pathological anatomy teaches us that among the commonest degenerations of innocent goitres are fibrosis and calcification. These give rise to hard, irregular masses within a goitre. One of the difficulties then, in the diagnosis of malignant goitre arises from the fact that one great sign of malignancy, namely, the presence of a hard lump, is apt to be simulated by the perfectly innocent condition of fibrosis or calcification. The clinical history is very often quite misleading. A calcified thyroid tumour may exist for years, especially if it lies partly behind the clavicle or sternum, without the patient having any knowledge of its existence, until one day he, or his doctor, discovers it by chance. I may relate two typical examples out of many.
An elderly patient assured me that he had noticed, for a fortnight only, a lump at the lower part of the neck. Lying partly behind the clavicle was a tumour as large as a walnut, freely movable and of stony hardness, with a rough mammillated surface, obviously an innocent calcified thyroid tumour. It had doubtless been there for at least twenty or thirty years. It caused no symptoms and no treatment was indicated.
In 1921 I saw an intelligent man, aged 50, who, only a few days before had noticed a similar hard swelling in the same region. In this case there was a certain smoothness about the bard lump wbich seemed unlike malignancy. An X-ray picture showed clearly a completely calcified thyroid cyst. No operation was necessary, and the patient is now, three and a half years later, in good health, without any change having taken place in the tumour.
The presence of a recently noticed, small hard lump in the thyroid of a middleaged or elderly person should always raise a suspicion of malignancy, even if no other sign or symptom is present. It can often be clearly established that such a tumour is not malignant, as in the above cases. It must be remembered that the great majority of small hard tumours in the thyroid are not malignant; they are usually either old fibrous or calcified masses, or they are cysts.
In one of the hospital museums of London is an interesting specimen of an encapsuled multilocular cystic adenoma as large as a duck's egg, which had been removed by operation many years ago, from a patient aged 45. The catalogue tells us that " the hardness of the growth led to a diagnosis of carcinoma," although the patient had had the tumour for thirty years and it had caused no symptoms. Mr. Warren Low has told me of another similar case in which at yet another London 'hospital he had, years ago, seen a surgeon remove a calcified cyst of considerable -size which had been supposed to be malignant.
Small, tensely filled cysts, especially if deeply seated in the thyroid, may easily give rise to a strong suspicion of malignancy. Such cysts are very common. They -can, however, almost always be distinguished without difficulty, by their feel, from malignant tumours. They are often globular and smooth. They lack the peculiar dense, wooden feel of a malignant new growth. It is not uncommon to find another similar, but smaller, lump in some other part of the gland, perhaps on the other side.
A good example of a thyroid cyst being mistaken for a malignant tumour is afforded by -the case of a man, aged 68, who was sent to me two years ago by Mr. Hayward Pinch, of the Radium Institute. The patient had just been sent to him by a well known hospital surgeon, -of special experience in cancer, as a case of inoperable malignant tumour, suitable only for radium treatment. In the left thyroid region was a large, rounded, somewhat fixed, soft mass some 4 or 5 in. in diameter. The left vocal cord was paraly8ed. The larynx and trachea were much displaced. There was pain up the side of the neck, and stridor. But there was -no dysphagia. The history was that until two months previously the patient had not been aware of any lump in his neck. Five weeks later the tumour had grown nearly to its present -size, and he consulted his doctor: since that time it had grown still larger and for two weeks he had had hoarseness and had suffered pain. The diagnosis made by us was recent haemor--rhage into a soft adenoma or cyst, and two or three days later, with the full consent of the surgeon who had considered the tumour to be malignant, I removed a large, perfectly innocent, cystic tumour of the thyroid, containing a quantity of recently extravasated blood. It had originated in the back of the left thyroid lobe in an old goitre, of the existence of -which the patient had never been aware. The vocal cord continued paralysed but when I last saw the patient his voice had become almost normal.
While on the subject of haemorrhage into thyroid tumours, which is extremely 4common, I should like to say emphatically that this admits of no presumption at all that the tumour into which it occurs is malignant. I have removed, mainly for pressure symptoms, scores and scores of cystic and solid adenomata into which hwmorrhage had occurred-often very extensive hawmorrhage. But I have never, to my knowledge, seen any considerable spontaneous heemorrhage within a malignant -thyroid tumour. C-linically, hemorrhage into or around a thyroid tumour may -easily produce a superficial resemblance to malignancy, because it is likely to cause a thyroid tumour to become, rather suddenly, large, hard and often painful, and may lead to severe pressure symptoms.
DYSPHAGIA.
It is somewhat remarkable how seldom patients with innocent goitres complain .of any serious difficulty in swallowing. Even with goitres that pass round behind the larynx and displace the pharynx and cesophagus, it rarely happens that dysphagia is a prominent feature. It is quite common to see such a goitre produce a marked inward bulging of the pharyngeal wall, yet, in such a case, it is but rarely that the patient complains of dysphagia. With malignant disease it is otherwise. When the disease begins at the back of the thyroid gland, dysphagia is often an early and important sign. Instances of this are so common that I need not give examples. But this symptom may also lead to error, as in the following case:-Some years ago I was consulted by a lady, aged 63, on account of a rather hard, rounded, unilateral, rather deep-seated goitre, about as large as a small Tangerine orange. It had existed some thirty years, but recently, she told me, it had increased considerably tn size.
For three weeks she had lost her voice and had some dysphagia and dyspncea. The right vocal cord was paralysed. A laryngological colleague confirmed the diagnosis of paralysis of the cord, and added that he could find "no evidence of malignancy." I noted that the tumour was "probably merely a cystic adenoma with pressure on the recurrent nerve but that malignancy could not be wholly excluded." As it was causing a good deal of pain and discomfort, I removed the tumour. It proved to be cystic, but unusually adherent to both pharynx and recurrent nerve by what appeared to be recent inflammation. The microscopic report was "old, cystic adenoma with some calcification and recent inflammation."
The wound healed without any trouble, but the dysphagia never completely disappearedF When I saw the patient again six months later she had, what I ought to have suspected at first, a carcinoma of the cesophagus, of which she eventually died.
One of the main objects which I had in mind when I suggested the holding of this discussion was once again to draw attention to a not uncommon class of innocent thyroid swelling which is frequently mistaken for malignant diseasenamely, the hard, painless, generally bilateral, inflammatory swelling of the thyroid,. which is most commonly seen in middle-aged or elderly women and which often grows with considerable rapidity up to a certain point. These tumours are often taken for carcinoma, and are sometimes treated erroneously by removal of the whole thyroid gland, an operation which, in my opinion, should never be performed for any thyroid condition whatever-even for true carcinoma. I have never myself performed a total thyroidectomy nor have I ever seen a case in which I desired to do, so, nor any case in which I regretted not having done so. It is quite unnecessary and often harmful.
The type of case to which I refer is that of the woman (or occasionally the man) who, when first seen by the surgeon, has a densely hard swelling, generally of moderate size, involving uniformly the whole of the thyroid gland and moving freely on deglutition, although often more or less fixed to the trachea.
It is generally painless or nearly so, and is usually unaccompanied by any marked symptoms, beyond a little discomfort and perhaps a very slight amount of difficulty in swallowing or breathing. The vocal cords are not affected. By the time the case is first seen the swelling is usually already bilateral, but if seen very early it may be unilateral, spreading very rapidly to the opposite lobe. After removal the appearance on section is of a dull white with faint lobulation shown by fine lines of grey connective tissue permeating the gland. To my mind the main points in the diagnosis are the smoothness of the surface of the gland and the aspect of the patient. There is usually in these cases at least. a trace of that waxy pallor which denotes commencing thyroidal atrophy. This is, nearly alwavs absent from the patient with true malignancy not only at an early stage, but also in cases of quite advanced and extensive disease long after extensive infiltration of extrathyroidal tissues has occurred. In the elderly patients, in whom this disease usually occurs, dyspncea rarely becomes severe enough to demand any operation for its relief, because the trachea is sufficiently resistant to withstand the slight pressure of the growth. In younger patients, however, say in people under forty, in whom the trachea is more compressible, dyspncea may occasionally be sufficient to demand some operation, generally removal of a part of one lobe.
[Mr. BERRY then proceeded to discuss the subject of the'so-called malignant adenomata of the thyroid and of some of the rarer forms of very slow-growing malignant disease. He thought that the doctrine that all adenomata of the thyroid should be removed, whether they were giving trouble or not, merely because they might possibly become malignant, was being carried a good deal too far in certain quarters, notably in America. The likelihood of any given adenoma, even a solid adenoma, becoming malignant was extremely small. He had been through the whole of his operative thyroid statistics up to date, and had found only 373 cases in which he had removed solid adenomata of the thyroid for one reason or another, usually for pressure symptoms. Among these tumours there were only some three or four which were really malignant. The total number of malignant thyroid tumours of all kinds that he had treated by removal was only about thirty. Many other cases illustrating the above and other points were then related, a large number of specimens, photographs and drawings being demonstrated by means of the epidiascope.] Dr. SCOTT WILLIAMSON exhibited and demonstrated a large collection of museum specimens and microscopic sections illustrating various forms of malignant disease of the thyroid gland.
Mr. WILFRED TROTTER.
I should like to call attention as emphatically as possible, to one small difficulty -among the many that the subject presents. This is the distinction between carcinoma of the cervical esophagus, and malignant disease of the thyroid. It is, I think, far from being generally understood that there is here any serious diagnostic problem at all. In most authoritative writings it will be found that carcinoma of the cesophagus is formally mentioned as a possible source of error in the diagnosis of malignant disease of the thyroid, but it will also be found that the difficulty is dismissed with the statement that the former condition is to be distinguished by its causing early dysphagia. Such a statement is wholly incorrect for the majority of cases.
Carcinoma of the cervical cesophagus is remarkable for the fact that it usually has a very characteristic evolution, in the course of which it approaches so nearly to the appearances of malignant disease of the thyroid as to be capable of misleading the most cautious. I venture to be very emphatic in this matter, because to confuse the two conditions may lead to one of the worst possible of surgical failures. To operate on a case of carcinoma of the cesophagus under the delusion that one is dealing with a thyroid tumour, may result in the formation of a malignant cesophageal fistula. 4 With regard to the usual course of carcinoma in the cervical cesophagus, it is commonly a disease of middle-aged men. In a great majority of cases, the first symptom is a weakening of the voice, leading up to a paralysis of one vocal cord. Sometimes the paralysis of the cord is of abrupt onset. In any case it usually precedes any oesophageal symptom whatever, by many weeks or months.
The second symptom, which is not usually long in following the paralysis of the cord, is an enlargement of the thyroid. This begins as a firm but ill-defined induration in the hinder part of one of the lateral lobes. It spreads forwards with an ill-defined margin, until the greater part, or the whole of the gland is affected. The enlargement of the thyroid is never very great, is always firm and rather indefinite, and is characteristic in giving the impression that it has originated far back in the gland. It is only after the paralysis of the vocal cord and the thyroid enlargement have been evident for some considerable time, that the definitely cesophageal symptoms appear. Even then the most prominent of such symptoms may be less those of a definite obstruction, than of a fistula from the oesophagus into the trachea. In such a case, the profuse blood-stained expectoration may be wrongly attributed to the ulceration into the trachea of a thyroid growth.
It will be seen that the resemblance of the clinical picture of carcinoma of the cervical cesophagus to that of malignant disease of the thyroid, is very close and deceptive. In my experience, the two conditions are about equally common. To avoid mistakes, it is necessary to be fully aware of their resemblance, to pay special attention to the evolution of the symptoms and the nature of the thyroid swelling, and particularly to bear in mind that in carcinoma of the cervical cesophagus, obstruction is usually a very late symptom. If there is the least doubt about the true nature of
